Acute brucellosis is uncommon in a wholly urban setting in the United Kingdom. We report here a case of pyrexia of unknown origin which appeared unlikely at first to be brucellosis but in which proof of this diagnosis was obtained by isolation of Brucella abortus from blood culture and positive serological results. 
Results of investigation on admission included: haemoglobin 10 5 g/100 ml; packed cell volume 31-50',; mean corpuscular haemoglobin concentration 330/; mean corpuscular volume 79 ,tm3; W.B.C. 2,500/mm3 (neutrophils 950, lymphocytes 1,450; monocytes 75, eosinophils 25); E.S.R. 54 mn in the first hour; platelets 114,000/mm3; marrow hypoplastic (affecting mainly leucopoiesis); marrow culture for brucella negative after seven weeks; blood urea 34 mg/100 ml; electrolytes normal; bilirubin 11 mg/ 100 ml; asipartate aminotransferase 22 IU/1.; alkaline phosiphatase 8 K.A. units/ 100 ml; plasma proteins 6 5 g/ 100 ml (albumin 3-4 g, globulin 31 g); electrophoresis, broad, diffuse band in gammaglobulin fraction; E.C.G., chest and abdominal x-ray picture, and liver scan normal.
Titres in the brucella agglutination, Coombs, and complement fixation tests initially and five months later after treatment are shown in the We report this case for two reasons, the unexpected mode of infection and the isolation of B. abortus from the blood culture. Isolation of B. abortus from blood is not common, confirmation of brucellosis being obtained usually on a serological basis only.
We feel that however unlikely the possibility appears at first sight consideration of brucellosis as a cause of pyrexia of unknown origin should be given in a similar clinical situation.
